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The venereal diseases have for centuries been of particular interest to the epidemiologist. Even in Biblical times there is record of preventive measures taken against them. Trends in their incidence can only be considered if there are good statistics and if the facilities for diagnosis and treatment are commensurate with the size of the problem. In this country we have both good facilities and good statistics, but these take no account of cases treated in private practice. For this reason rates per 1,000 of the population cannot be accurately calculated, although estimates of the number so treated have perhaps been less than might be expected (BMA Venereologists Group with Brit. Co-op. Clin. Group 1959) . This paper is based on the published figures of the Ministry of Health for England and Wales2 (Ministry of Health 1961) and on the various studies undertaken by the British Co-operative Clinical Group (1956 Group ( , 1960 Group ( , 1962 
So-called Minor Venereal Diseases
In 1960 approximately 16 patients were treated in the clinics for granuloma inguinale compared with only 7 in 1949. One hundred cases of lymphogranuloma venereum were encountered in 1960 compared with 59 in 1949 and doubtless some' patients with these conditions were treated in other departments. However, although the numbers of cases of both diseases have substantially increased, the totals are still very low in view of the wide possibilities of importation. Chancroid has declined in prevalence. More than 1,000 cases were still being found as late as 1941 but in 1959 there were only 267 cases, with yet a further decline in 1960. Non-gonococcal urethritis, on the other hand, has increased in numbers by 104% in nine years from 10,791 cases in 1951 to 22,004 cases in 1960. There are no figures for the serious crippling complication of Reiter's syndrome or for what may be the most frequent venereal condition, trichomoniasis. Syphilis (a) Early syphilis: The numbers of male cases of early syphilis in pre-war years fell from 6,421 in 1931 to 3,574 by 1939 but this slow improvement was reversed by the war and in 1946 there was a peak of 10,705 cases. The situation in 1946 was very substantially worse than it had been fifteen years before. With the introduction of penicillin, which enabled close on 100% of patients to complete treatment compared with only about 25 % with the prolonged and toxic treatment with arsenic and bismuth previously in use (Chope & Malcolm 1948) , the situation was completely transformed and by 1958 there were only 522 male and 182 female casesor 4 9% and 2-6% respectively of the 1946 peaks. During the last two years, however, there has been a rise again in males to 819 cases in 1960, and the situation in that sex is back where it was in 1952-1953. (c) Congenital syphilis: No more striking example of the success of modem preventive medicine has been seen than the control of congenital syphilis. Even in the arsenical and bismuth era, as a result of increasing case-finding by routine sero-testing of expectant mothers and treatment with the drugs then in use, the number of cases of early congenital syphilis treated in the clinics of England and Wales declined from 339 in 1931 to 191 by 1940 (and total cases from 2,439 to 1,358). These considerable gains were lost with the war and high figures were again recorded in the immediate post-war years reaching peaks of 372 early cases in 1948 and of 1,417 total cases in 1949.
But with continued routine serum testing and the new quick treatment with penicillin for cases thus found, which would either rapidly cure the disease in utero or prevent the foetus from being affected, the numbers of cases soon fell. In 1959 onjy 20 early cases and 372 total cases were reported, 5-9 and 15 -3 %, respectively, of the 1931 figures.
Gonorrha?a In the pre-sulphonamide era between 1925 and 1936 both the female and male figures were higher at the end of this period than at the beginning.
With the introduction of sulphonamides, which rendered 9 out of 10 patients non-infective within days compared with weeks or even months before, the figures fellin males from 28,137 cases in 1936 to 16,629 in 1944. However, this fall was not as great as it appeared, since many of the men were in the Armed Forces. A more realistic picture was seen in females, the numbers falling from 7,715 cases in 1936 to 5,882 in 1940 but with the war these rose steeply to 10,646 cases in 1944, with a peak of 11,603 cases in 1945. The true situation in males was evident in 1946 when there was a peak of no less than 36,912 cases.
With penicillin there was an initial dramatic improvementthe male figures falling to 14,975 in 1951 and 13,962 in 1954 (37-8% of the 1946 peak) . The decline in the female figures was even steeper. By 1951 there were 3,089 cases (26-6% of the peak). However, in recent years there has been a serious deterioration and by 1960 there were no less than 26,618 cases in males and 7,152 cases in females representing 72-1 % and 61-6%, respectively, ofthe previous peak levels (Table 2) . Overall there were more cases in both sexes in 1960 than in 1925 indicating a general failure to control the 
Reasonsfor Differing Trends in
Gonorrhea and in Syphilis A number of factors operate in favour of reducing syphilis rather than gonorrhoea. Gonorrhoea is more common and more infectious, and is therefore easier to catch. There are no immunes in gonorrhoea whereas a few, e.g. sero-reactors, may be partially immune to syphilis. There are no screening tests for latent gonorrhoea and there are many carriers of gonococci especially among females. Moreover gonorrhoea is often taken less seriously by the patient and the physician and contact-tracing methods may be less stringently enforced. The results of treatment of gonorrhoea are also less effective than formerly owing to the emergence of strains of gonococci less sensitive to penicillin (Curtis & Wilkinson 1958) whereas T. pallidum shows no signs of becoming insensitive to this antibiotic (Turner & Hollander 1957) . Many of the factors which work in favour of the control of syphilis are due to the longer incubation period of seventeen to twenty-eight (say twenty) days for syphilis and one to five days (say two) for gonorrhoea. As a result contact tracing is much less effective in gonorrhoea than in syphilis, the disease often having already been passed on again by the time the contact has been traced, whereas in syphilis there is more time to find the contact before the disease is transmitted further.
Gonorrhoea appears first and therefore, if the two diseases are simultaneously acquired, it is not aborted by the treatment of syphilis whereas penicillin given for gonorrhoea will usually abort simultaneously acquired syphilis. Although penicillin given for other reasons (e.g. in casualty departments) to persons incubating these diseases is, case for case, approximately ten times more likely to abort syphilis than gonorrhoea, this only operates if the ratio of gonorrhoea to early syphilis is less than 10: 1. In England and Wales it was less than 10 : 1 prior to 1951, but since then the ratio has increased to more than 30: 1, and the administration of penicillin outside the venereal disease clinics no longer favours suppression of syphilis relative to gonorrhoea.
The importance of the difference in the duration of the incubation periods of the two diseases can be illustrated by speculating on what would occur if every patient with gonorrhoea and every patient with early syphilis automatically infected one other person. It would take twenty days before there was one more case of syphilis but by this time there would be 512 cases of gonorrheea. By sixty days there would be only 4 cases of syphilis but over 500 million cases of gonorrhoea. Within a few more days, with still only 4 cases of syphilis, gonorrheea could hiave infected the entire population of the world.
Reasonsfor Lack of Control ofGonorrhea In addition to those already mentioned there are a number of other important factors:
Difficulties ofcontact tracing: British Co-operative Clinical Group studies (involving many thousands of cases) have shown that in 77-2% of male cases of gonorrhoea the contact was with a casual acquaintance, prostitute or otherwise, whereas in female cases the contact was casual in only 26 4 %. Thus, in approximately 3 out of 4 infections of females the source of the disease is known and the contact traceable, but in nearly 4 out of 5 male cases the contact is casual and therefore difficult to trace.
In this country the main method of tracing contacts is by the use of the contact slip, but this is very inadequate. In one series, treated at St Mary's Hospital, of 100 cases of gonorrhoea in males it was possible to issue a slip in 35 cases and only 14 females were known to have attended the clinic as a result, although some patients doubtless attended elsewhere or even at the same clinic without presenting the slip. Even if more contact slips are issued the apparent yield is not necessarily much better. For example, Haworth & Nicol (1954) issued contact slips in 78% of cases but in only 18 % of cases was the contact known later to have attended the clinic. 'Repeaters': A relatively small group of patients have repeated attacks of gonorrheea and markedly augment the figures. From Ministry of Health data in 1958, at 7 large clinics no less than 23-1% of the male and 19.5% of the female figures related to patients who had been previously infected with gonorrhoea in the same year.
At St Mary's Hospital (personal data) only 40-8 % of male patients with gonorrhoea, who were seen in 1959-1961, had not had the disease before. Nearly 6 patients in 10 who had previously been infected had had an average of no less than 3-1 previous attacks. In 1953-1955 45.2% had not had the disease before and the average number of previous attacks of those who had was only 1 6. This problem is thus increasing. It could be shown as regards the [1959] [1960] [1961] figures that, in West Indian patients for example, the small proportion of 10 3 % of these accounted for as much as 48 3 % of previous infections in this group.
is Psychological and social studies (e.g. by Bundeson et al. 1949 , Lentz et al. 1953 ) have shown that the intelligence of 'repeaters' is below average and that they are psychologically immature. Even if it were possible to rectify this a 'repeater' cannot be diagnosed as such beforehand.
Immigrants: British Co-operative Clinical Group studies showed that, in 1960, persons born in the United Kingdom were responsible for 49 5 % of male infections, West Indians for 25 5 % and all others for 25 0%. The equivalent figures for females were 83-0, 7-9 and 9 1 %, respectively. The West Indian males, although forming only about 0 3 % of the male population accounted for about one-quarter of the total gonorrhoea in that sex. It has been calculated that they were responsible for about one-half of the increase which occurred between 1952 and 1958 but only for about one-third since. Indeed, if there were no West Indian immigrants, the United Kingdom would, like many other countries, still have an increase in gonorrhoea.
Teenagers: Persons aged 15-19 years comprised only 6-1 % of males with gonorrhoea in 1960 but 22 6 % of infections in females. Those aged 20-24 accounted for 27 9 and 33 1 %, respectively, and it can be shown that between 1957 and 1960 the percentage increase has been far greater in these two groups than in other age groups. Indeed the 15-19-year-old female group, comprising only 6-3 % of the female population, have approximately one-quarter of the gonorrhoea and appear to have been responsible for about 40% of the increase which occurred in that sex between 1958 and 1960. Difficulties in case holding: In large metropolitan clinics patients soon default and relatively few complete the prescribed period of observation for tests to ensure cure. In London, for example, in two series of patients with gonorrheea, 27 2% of male and 22 0% of females had defaulted after one week. More than half the patients had defaulted by two weeks and 60-70% by three weeks.
Difficulties in treatment: The emergence of strains of gonococci which are less sensitive to penicillin (and of some which are completely resistant to streptomycin) is a phenomenon of recent years. In patients treated at St Mary's Hospital in 1954 with the long-acting procaine penicillin with aluminium monostearate (PAM), using single injections of only 03 mega unit, a failure rate of 4-6% was reported. By 1955-1957, using higher single doses of 0-6-1-2 mega unit, the failure rate was 17-9% (Willcox 1961). 'Resistance' to penicillin is relative and such cases will still respond if enough of the correct preparation is given. Clinics in areas where declining sensitivity to penicillin was a problem changed to a shorteracting preparation, giving higher peak levels, and used one or two daily injections of 1 2 mega unit of aqueous procaine penicillin. This change has improved the results and, for the present, has apparently halted further dissemination of the less sensitive strains, which are now less frequent than formerly. Indeed in a further series of patients treated on an experimental basis in 1961 with 0-6 mega unit of PAM the failure rate had fallen to 9-2%.
Failure rates may have a greater effect upon incidence than has been generally appreciated, especially when taken in conjunction with defaulter rates. In a situation where every failure in a defaulting male patient leads to another infection in a female, who in turn infects another man, the incidence among males will rise by the same amount as the failure rate if 100% are defaulters. If 50% are defaulters the rise in incidence would be one-half of the increase in failure rate. With a 10% increase in failure rate and a 30 % defaulter rate there would be 3 additional uncured persons among the 30 defaulters, which would lead to a 3 % increase in incidence. Making allowance for but one other generation, this figure could be doubled. With all these difficulties no wonder that gonorrhoea is not under control.
